Research letters
NHS Direct and older people
SIR-The recent Joseph Rowntree Foundation publication, 'Are you listening?' [1] , considers the provision of good services for older people to be dependent upon effective communication. This traditionally has meant face-to-face discussion with a health professional. However, the nationwide telephone medical consultation service, NHS Direct, is increasingly being recognised. For the cost of a local call, it has grown to become the world's largest telephone helpline and is soon to play a pivotal role in out-of-hours health care (OOC) [2] . How NHS Direct engages older people remains uncertain. This study explores this new and developing relationship.
Methods
A 10% sample of patients aged 70 years and older was randomly selected for a postal questionnaire study (see Appendix 1 available as supplementary data on the journal website www.ageing.oupjournals.org) from a single general practice in the West Midlands. Those considered by the practice elderly care nurse as being acutely ill (hospitalised or terminally ill), from a nursing or residential home, or incapable of a meaningful response (even with help) were excluded from the postal list. Non-responders were not followed up.
Results
A response rate of 60% was obtained when 312 questionnaires were returned from the 518 posted. Ages range from the starting criteria of 70 years, up to 100 years, with a median age of 78 years. Thirty-six per cent (112/311) were male and the majority, 98% (305/312), considered their ethnicity to be 'white'. Almost all respondents had a telephone (306/307), although five did not provide a response.
When asked if they had heard of NHS Direct, over half the subjects (53%, 166/312) said they had, while 36% (113/312) said they had not. A further 10% (33/312) gave no response. Awareness of NHS Direct declines with advanced age: 26% in the 80 and over age group report awareness, compared with 53% in the 70-79 age group (P<0.001) (see Table 1 ). Subjects who had heard of NHS Direct were more likely to have driven a car in the preceding month and twice as likely to have access to a home computer. Those aware of NHS Direct were twice as likely to have a mobile phone, but no more likely to make more than an average number of calls a week. Conversely, they were less likely to have a care line or pendant alarm.
Of the 166 subjects aware of NHS Direct, 32% (53/166) knew the telephone number. When asked to write down this number, the majority (50/53) did so correctly. When asked where they had last heard of NHS Direct, most cited the television (33%, 55/160), followed by newspapers (22%, 35/160) and the radio (14%, 22/160). Friends acted as a source of information in 8% (13/160), family in 4% (7/160) and health care workers in 2% (3/160) of cases. Those reporting to know the number were more likely to cite a leaflet or newspaper as the information source: 24% (12/51) and 16% (8/51), respectively.
When subjects were asked who they think answers the calls at NHS Direct, 85% (129/151) of those aware of NHS Direct correctly identified nursing staff, while 5% (8/151) incorrectly considered this to be a social worker, 4% (6/151) a paramedic and 3% (4/151) a doctor. When asked if they had ever called NHS Direct for themselves, 17 said they had. This represents 5% (17/312) of all respondents. Broken down by age, this represents 3% (3/121) of those aged 80 and over, compared with 7% (14/189) of those aged 70-79 years (P = 0.063). Six had called more than once, with one reporting having called six times. When asked if they had called NHS Direct for someone else, 2% (7/312) said they had, predominantly for their partner. Three per cent (9/312) of respondents reported someone else having called NHS Direct for them, again mainly their partner.
In total, 20 callers had either phoned for themselves or another. Their reasons for phoning and the advice given are shown in Table 2 . Four were referred to the emergency department (two via ambulance) and eight were referred to their general practitioner (GP). Another six were reassured or told to wait and see. Two callers did not follow the recommendation given by NHS Direct: one because they had already been to their GP without satisfaction and the other because they were in 'too much pain' to see the GP. The majority of callers were willing to use the service again (16/18), felt that they had been allowed to explain their health concerns fully (15/20) and considered the service helpful (15/18).
Discussion
Previous studies of NHS Direct have examined a wide age range to find that those over the ages of 50 [3] and 65 [2, 4] are less knowledgeable about the service and use it less. This small study focuses on the 70 and over age group to demonstrate that age per se is not necessarily a bar to the use of NHS Direct, 3% of those in the 80 and over age group having called for themselves, compared with 7% in the 70-79 age group. These proportions compare with levels of awareness in the two age groups of 26% and 53%, respectively. Similarly, the Auditor General found levels of NHS Direct awareness (2001) in the 65 and over age group to be 52%, rising to 70% in the 55-65 age group [2] .
The most cited learning source about NHS Direct is television. While those learning about it from written material are more likely to have retained its telephone number, the majority of those aware of the service did not know this number. The provision of big print leaflets in practice surgeries and routinely displaying the NHS Direct number in telephone booths may help number recall. This becomes less of an issue as more callers are automatically put through to NHS Direct from general practice OOC services [2] . Alternatively a practice nurse could be employed to preprogram the NHS Direct number into the phones of suitable older people.
The majority of those aware of NHS Direct also know that a nurse answers the call, which should encourage confidence. This method does not appear any less advantageous than the current means of accessing OOC, which is predominantly through a primary care co-operative emergency services telephonist.
Although the numbers actually phoning the service for themselves were small (1 in 20 respondents), most found the service helpful, despite many being directed to provide self-care. The proportion offered self-care was similar to that for 'all ages' according to NHS Direct's own data [5] . Only a few respondents then declined to follow this advice, which is reassuring.
These findings are vulnerable to responder bias and point measurement in time. Since the practice demographics show it to score well on indices of deprivation, health and education [6] , an overly optimistic view of older people's abilities may result. Still, a significant number will struggle to use telephone health care [7] , through a combination of poor sight, hearing, cognition, mobility, dexterity or psychological distress. Being placed on 'hold' or receiving a 'call back' is likely to compound such difficulties.
NHS Direct has the potential to play a future role in both chronic disease management and nursing home care. As it steps up to meet the challenge of triaging calls for OOC, it is reassuring that this innovative service is being recognised by a significant number of older people and they are learning, in small numbers, to use what they consider to be a helpful service.
Key points
• Half of our sample of older people had heard of NHS Direct. A third of these also knew the number.
• A leaflet was the commonest learning source for those aware of the telephone number.
• 5% had called NHS Direct for themselves.
• Age per se is not a bar to using NHS Direct.
• The majority of callers were happy with the service they received and followed the advice given. 
Screening for undiagnosed parkinsonism among older people in general practice
SIR-Studies from Europe have shown that between 25 and 80% of prevalent patients with parkinsonism in the community remain undiagnosed [1, 2] . Older patients, in particular, may regard the insidious development of parkinsonian symptoms as part of 'normal ageing', and so not present to their doctor. Hence, prevalence rates obtained by questionnaire-based screening of populations are higher than those obtained by other methods [3] . Such methods have not been used in the UK, nor in most incidence studies of parkinsonism [4] , which may therefore have underestimated the true incidence. As part of an 18-month pilot study of the incidence of Parkinson's disease (PD) and other parkinsonian disorders in Aberdeen, we therefore wished to assess ways of detecting patients in the community with undiagnosed parkinsonism. Prior to the new general practitioner contract in the UK, patients aged 75 years and over were invited to undergo routine annual reviews by health visitors or community nurses. As part of these routine over-75 assessments, we (i) evaluated the positive predictive value of two questions used to identify older people in the primary care setting with parkinsonism (especially undiagnosed parkinsonism); (ii) assessed whether the numbers of undiagnosed patients were large enough to alter the incidence of parkinsonism in our pilot study.
Method
Nine of the 18 general practices that participated in our pilot incidence study incorporated the following two questions into their over-75 assessment for 6 months: (i) Do you shuffle or take tiny steps when you walk? (ii) Do your arms or your legs ever shake? These two questions have been validated in patients with known Parkinson's disease (sensitivity and specificity both 90%) [5] and were much quicker to administer than longer screening questionnaires [6] [7] [8] [9] [10] , which we felt was important because the questions were asked during a routine clinical assessment.
Patients who screened negative (answered 'no' to both questions) were recorded but were not assessed further due to limited resources. For any patient who screened positive (answered 'yes' to either question), the nurse or health visitor was asked to record any known condition that might explain the symptoms. These patients were dealt with in two different ways depending on the preferences of the individual general practices. Some practices simply forwarded their forms to us to be dealt with. Others preferred the forms to be reviewed by their own general practitioners (GPs) who referred the patient to us only if they felt that the symptoms were not due to a known medical condition and that there was no reason (such as severe dementia or terminal illness) why it would be inappropriate for us to contact the patient.
Once we received the positive forms, patients were excluded from further assessment if they had a clear and reasonable alternative explanation for their symptoms given on the form that was confirmed after we had reviewed their hospital notes (e.g. patients with a previous diagnosis of parkinsonism, patients with tremor and a previous diagnosis of essential tremor, or patients with a shuffling gait and a previous diagnosis of severe arthritis). The remaining patients were invited for a clinical assessment by a neurologist, either in the clinic or in their own home. Parkinsonism was diagnosed on the basis of two or more of the four cardinal motor signs (bradykinesia, rigidity, rest tremor and postural instability) and the most likely cause was decided on clinical grounds. Patients who were diagnosed with parkinsonism were recruited into the incidence study, in which they are undergoing yearly follow-up to review their diagnosis and establish their long-term prognosis. Figure 1 summarises the study. Thirty per cent of all those aged 75 years and over in the nine practices were screened in 6 months, although the rate varied from 6 to 50% in individual practices. Of the 1,824 analysable forms returned, 1,629 patients screened negative and 195 patients screened positive, of whom 24 declined further involvement, leaving 171 patients for further assessment.
Results
Of these, 24 from the GP referral practices were not referred despite reminders to the GP, 20 were considered by the GP or health visitor to be inappropriate for further assessment, 13 were known to have parkinsonism confirmed by a hospital specialist and 48 had a confirmed alternative explanation for their symptoms. This left 66 patients eligible to be seen, of whom 16 declined or did not attend their appointment. Review of these 16 patients' notes showed three had a previous diagnosis to explain their symptoms, bringing the group considered to have an alternative explanation for their symptoms to 51.
